Severe pediatric obesity (class II or higher; body mass index [calculated as weight in kilograms divided by height in meters squared] ≥120% above the 95th percentile or ≥35) is a national public health crisis affecting more than 4.5 million children and adolescents in the United States. The prevalence of severe pediatric obesity has increased from 4.0% in 2000 to 6.0% in 2016.
Results | An estimated 14 178 MBS procedures were performed from 2005 through 2014 among pediatric patients 20 years or younger. Patients were predominantly white (59.4%) compared with black (15.4%) and Hispanic (17.5%; P < .001) and predominantly female (78.1%) compared with male (21.9%; P < .001), with a mean age of 18.6 years (95% CI, 18.5-18.7 years). The mean length of stay was 2 days (95% CI, 1.9-2.1 days). These numbers did not significantly change during the 10-year period. In-hospital complications decreased from 8.8% in 2005 to 2.0% in 2014 (P < .001) (Table) . No in-hospital deaths occurred except in 2006 (≤10). Vertical sleeve gastrectomy increased from 10 or fewer procedures in 2005 to 1225 by 2014 (70.6%; P < .001), whereas laparoscopic Roux-en-Y gastric bypass decreased from 753 procedures (55.4%) to 480 (27.7%; P < .001). Use of the adjustable gastric band peaked in 2009 at 418 procedures (28.4%) and decreased to 10 or fewer procedures by 2014 (P < .001). Vertical banded gastroplasty and biliopancreatic diversion with a duodenal switch constituted an insignificant proportion of procedures throughout the 10-year period (Figure) .
Discussion | This study identified a significant shift in type of MBS procedures performed among pediatric patients with obesity from 2005 through 2014, showing an increasing frequency of vertical sleeve gastrectomy and decreasing frequency of laparoscopic Roux-en-Y gastric bypass and use of the adjustable gastric band, a change that mirrors adult operative trends. In addition, we found a decrease in the in-hospital postoperative complication rates to 2.0%. A recently published study Prospective studies comparing surgical therapy with medical management of severe pediatric obesity are lacking. However, the promotion of choices targeting improved health for these patients are universally advocated. Referral for multidisciplinary evaluation should be considered early in the disease process, especially among those children and adolescents with type 2 diabetes or other obesity-related comorbidities. The possible causes for the low rate of surgical management among this population are multifactorial and include a likely overestimation of the short-and longterm risks of MBS along with an underrecognition of the long-term detrimental consequences of pediatric obesity. 5, 6 An additional factor that greatly hinders appropriate referral for surgical evaluation is an inadequate number of multidisciplinary programs willing to treat pediatric patients. In the end, a large population of pediatric patients with severe obesity are not referred to and/or do not have access to the best care for their disease, to include a discussion of MBS. One key limitation of our study is our inability to examine long-term postoperative outcomes and complications with NIS and KID, both of which do not link multiple admissions of 1 patient and instead treat them as separate discharges. We can therefore only comment on in-hospital morbidity and mortality, keeping in mind the former is greatly affected by known coding limitations of all Healthcare Cost and Utilization Project databases. Nevertheless, NIS and KID are known to contain accurate procedure coding; hence they provide a reasonable overview of the current trends in types of surgical procedures, which was the primary goal of this study.
Association of Youth Triponderal Mass Index vs Body Mass Index With Obesity-Related Outcomes in Adulthood
Debate continues on the limitations of using body mass index (BMI) to assign youth overweight/obesity status. Calculated as weight in kilograms divided by height in meters squared, BMI might not be applicable in youth during periods of rapid growth. Although recent evidence has indicated that triponderal mass index (TMI, calculated as weight in kilograms divided by height in meters cubed) might have better accuracy in estimating youth body fat levels than BMI, 1 its clinical importance in estimating adulthood outcomes has not been examined. Therefore, we assessed whether youth TMI and its combination with BMI or subscapular skinfold thickness (SST), compared with BMI alone, have better utility in estimating adult obesity-related outcomes. 
